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THE SURGERY OF THE APPENDIX 
BY 
J. H. Morford, M. D., El Paso. 
(Concluded from June Issue.) 

In acute enteritis, the pain is diffuse and colicky in character. 
Diarrhea is always present. The abdomen is distended and the temper- 
ature is slightly elevated, 100-105.5. 

In Right Pneumonia with diaphragmatic pleurisy, the pain is frequently 
referred to the appendical zone. There is also rigidity of the wall and 
supression of peristalsis; and many times great tympany, and for this 
reason physical examination of the chest should not be neglected when a 
diagnosos by exclusion is being made. 

In many cases of abdominal, tubal and ovarian abscesses, the dif- 
ferentiation is very difficult and frequently impossible but we have ob- 
served that the most important diagnostic point in these cases is the ab- 
sence of a history of marked digestive disturbance such as can be elicited 
by carefully questioning the patient concerning his digestive symptoms 
during the two or three days previous to the attack. 

The prodromal symptoms of appendicitis and their significance have 
been overlooked by some of the keenest observers. 

These symptoms are as constant and as definite in appendicitis as 
they are in typhoid. 

They are in our opinion just as important for an early and accurate 
diagnosis as any of the five cardinal symptoms of Murphy. In many cases 
they are not very pronounced, not as much so as in typhoid, and for that 
reason on being questioned, the patient will almost invariably tell us 
that he has been well up to the time of the onset; but on more careful 
interrogation, he will tell us that he has had a sense of fullness and - 
distress in the lower part of the abdomen, made worse by any taking of 
food with a loss of appetite, and a feeling of lassitude. 

In a large percentage of cases, these symptoms have been sufficient- 
ly marked as to induce the patient to seek relief with some home remedy. 

These symptoms do not obtain in abdominal infections outside of 
the gastro-intestinal tract. 
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SURGICAL TREATMENT. 


When we pause to meditate upon the jeopardy in which every 
patient lives, who has had an attack of appendicitis and been treated ex- 
pectantly, knowing that from this seat of focal infection, he may develop 
what may prove to be even a more serious condition, gall stones, gastric 
or pyloric ulcer, ovaritis and salpingitis, and diffuse and perforative 
perotinitis,(Oechsner found that 35 per cent of the gall stone cases had 
previously had appendicitis. These figures are probably too low and if 
the facts were known, would show a much higher percentage) and when 
we reflect that from such neglect the hopeless conditions of multiple ab- 
scess of the liver, Retroperitoneal infection, Lung, Spleen and Kidney 
metastatic abscesses (and these conditions are much more common than 
was once supposed) what a culpable or even criminal act it would be 
not to advise, to insist and if necessary to importune every patient 
(suffering from an acute or chronic appendicitis) to have it removed 
with as little delay as possible. 

Not only is this important from a standpoint of saving life but just 
as important from a standpoint of preservation of health. 

We appreciate today more than ever before, the great disturbance 
which can be produced in the gastro-intestinal tract and in the metab- 
olism and the train of symptoms, complex and extremely distressing, 
which result from minor appendical lesions. 

Dyspeptic symptoms are very frequently a prominent feature of 
chronic appendicitis. We are learning from clinical experience that 
the disturbances produced by them are out of all proportion to any 
logical deduction that could be made to explain them, considering the 
amount of pathological involvement. 

The short time required and the perfect results obtained after op- 
eration on patients of this class, is one of the most gratifying in the 
entire field of abdominal surgery, and for this reason (on this character 
of cases) we must operate much more frequently in the future than has 
been the custom in the past. 


TIME OF OPERATION. 


By all means operate as soon as the diagnosis is made. Choose 
your own type of operation, which should always be the one that in your 
hands, allows the greatest rapidity and accuracy and the lowest percent- 
age of hernia. The time for operation may be divided into four periods: 


1st. When the operation is done within the first forty-eight hours, 
the infection is usually closely confined to the appendix. The mortality 
following operations at this stage should be nil. 


2nd. Operation after forty-eight hours in the presence of an ascend- 
ing pathological process (and this embraces the period from the end of the 
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second to the fifth day) is a dangerous time and we are learning more 
and more that any manipulation such as handling of the intestines, spong- 
ing and the breaking of adhesions must be carefully refrained from. 
Handling the intestines increases paralysis which is already present 
to a dangerous degree and the breaking of adhesions greatly increases 
septic absorption which has already prostrated the patient, and therefore 
in a large number of these cases, it will be better to drain and leave the ap- 
pendix in situ until the stage of subsiding infection is attained. 


8rd. The operation in the presence of a subsiding or descending 
pathological process, which embraces the period from the fifth day on, is 
comparatively safe, for by this time the patient has established an im- 
munity by the blocking of lymphatics and septic absorption does not take 
place. 


4th. Operation in the interval. If we could order the kind of 
resolution we prefer, this would be the time most ideal after the first 
forty-eight hours; but so many hazardous steps intervene; in the form 
of complications, some of which are hopeless in the extreme, that no pat- 
ient suffering with appendicitis should ever be allowed to reach this 
stage without operation: and the words “Conservatism,” and “Expectant 
Treatment” should be erased forever from appendicular nomenclature. 


DISCUSSION OF DR. MORFORD’S PAPER. 
Dr. Paul Gallagher. 


Tonight we have been treated to two as good, thoroughly scientific, 
well prepared and interesting papers as we have heard in a long time. 
It has been a pleasure, indeed, and profitable, too, to have heard them. 
I shall not agree with Dr. Brown in the matter of criticism. After a 
man has arrived we must not look too closely into the road he came by. 
It just isn’t done, don’t y’know. Dr. Morford has presented the sub- 
ject in a style as classical as that of Albutt. As he went along one 
occasionally thought he was omitting something or forgetting where 
full credit was due, but the essayist, in each instance, in his own good 
time realized reached the point you had noted and handled it better 
than you could. It is a paper that definitely adds to the medical 
structure of the southwest. 


DR. PAUL RIGNEY. 


Of especial interest are the following facts in connection with the 
paper just presented: 

The frequency with which both microscopic and occult blood are 
found in the urine together with right lumbar pain and frequent 
urination occasionally makes it difficult to differentiate from ureteral 
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calculus in the iliac region. Even the radiogram presented a distinct 
shadow in one case in which the appendix contained two distinct hard 
fecaliths interposed between the ureter and tube. 


As regards primary tubercular appendicitis, we have found chronic 
appendicitis much more frequently a predisposing cause of tubercular in- 
fections, by reducing the patient’s vitality to the point where it falls a vic- 
tim of tubercular or other infections, than we have actually found it to 
be the primary focus of the disease which latter we think very rare. 


One other point is its very great depressing effect or the role of 
chronic atrophic appendicitis in neurasthenic conditions, due to its dis- 
turbance of metabolism, through changes in the structure of the appendix 
causing an irritation of the sympathetic nervous system. 


RUPTURE OF THE MEDIASTINUM 
BY 
R. G. Jones, M. D., 


Late of the New Mexico Cottage Sanatorium, Silver City, N. M., 
El Paso, Texas. 


Report of a case during Artificial Pneumothorax 


Mrs. I. R. (1143) reported to us for treatment November 25, 
1917. She dated her illness from the previous April. A far ad- 
vanced lesion was found in the lungs, confined largely to the right 
side. Many rales were heard with probable cavity formation. The 
left side revealed a much less marked lesion with signs of slight 
activity. The findings were confirmed by X-ray plate taken shortly 
after admission. Artificial pneumothorax was determined upon and 
commenced at once. Injections were attempted at intervals of from 
three to ten days until January, 1918. A small pocket was encoun- 
tered at each operation and small injections produced high positive 
pressures. No progress was possible. Unfortunately, the patient 
was too ill for routine fluoroscopic examination. 


January 23, 1918. Injection of air was attempted. About 
150 ¢.c. raised the pressure to high positive. A litle more was 
given and a distinct snap was heard by the operator, nurse, and 
patient. It was considered to be the breaking of an adhesion; for 
thereafter 350 c.c. additional flowed freely into her chest with 
greatly reduced pressure. 


She was removed to the X-ray room and examination made. 
The examination revealed a small pocket of air on the right with 
firm adhesions between the lung and the diaphragm. A larger 
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pocket of air is to be seen on the left side. Undoubtedly there is 
a communication between the right and left pleural cavities. 


This cannot be a case of spontaneous pneumothorax on the 
left, happening during the procedure of air injections, as the air 
flowed freely after the accident and the pressure was greatly re- 
duced. Moreover 350 c.c. following the occurrence produced less 
change of pressure than 150 ¢.c. had previous to it. Rupture of 
the right lung with escape of gas through the lung, together with 
spontaneous pneumothorax on lett would not be a satisfactory expla- 
nation because of its complexity. A more simple explanation and 
therefore more probable, is communication between the two pleural 
cavities through the mediastinum. Disregarding its complexity, 
rupture of the lung would not explain the condition satisfactorily. 
Sudden rupture with escape through the lungs, bronchi and trachea 
would necessitate the assumption of free communication in that 
direction. It would account for sudden drop in manometric pressure, 
because the pressure was so high. Additional injection of 350 c.e. 
would not, however, materially alter the pressure provided free 
communication into the lung continued, whereas such injection raised 
the positive pressure but not as high as previously. It is unreason- 
able to assume that any opening caused by such violent rupture 
would close so quickly. If it did close, 350 c.c. would not’ flow 
freely into the chest but would produce a very high positive pres- 
sure as did the previous 150 c.c. It is more unreasonable to assume 
that such a condition took place together with a spontaneous pneu- 
mothorax on the opposite side, all in so short a time, and caused 
by the injection of only 150 ¢.c. of air, especially as such would 
not explain the condition involved. 


The writer, therefore, feels well assured of their diagnosis of 
rupture of the mediastinum from pressure of air injected for thera- 
peutic pneumothorax. A tuberculous process in the mediastinum 
may have been present as in cases mentioned below. 


I have been unable to find reference in the literature to a 
similar case. Emerson (1) mentions that ‘‘the perforation of the 
mediastinum may transform a single to a double pneumothorax.’’ 
He reports a number of double pneumothoraxes collected from the 
literature but mentions only two cases of rupture of the medias- 
tinum. One is Roe’s case (Medical Times and Gazette, April 7, 
1866) in which a ‘‘rupture in the right lung through an adherent 
mediastinum caused pneumothorax on the left.’’ The other we 
quote directly, ‘‘Frankel’s case is important. The pneumothorax 
on the left side was produced by an empyema perforating through 
the lung. The tuberculosis then perforated the mediastinum, caus- 
ing right sided pneumothorax. The patient lived one and three- 
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fourths hours, respiring with a zone of normal tissue which tuber- 
culous consolidation prevented from collapse.’’ 

These cases were not encountered during artificial pneumo- 
thorax but the pathology is similar. Our patient returned home 
in a progressive condition but was living several months after the 
accident. 

This accident convinced the authors of the great need of fre- 
quent fluoroscopic examination during artificial pneumothorax, or 
still better fluoroscopic examination before and after each operation. 

Since writing the foregoing, an article has appeared by Mar- 
shank (2) reporting a case of double spontaneous pneumothorax. 
The author speaks of the rarity of such a condition saying that he 
was unable to find a single case report on record in the indexed 
literature. 


REFERENCES: 
1 Emerson, Charles P. 
“Pneumothorax: a Historical, Clinical and Experimental Study.” Re- 
printed from the John Hopkins Hospital Reports. Vol. XI., 1-9. 
2 Marshank, M. I. 
“A Case of Double Spontaneous Pneumothorax.” Journal American 
Medical Association. May 25, 1918. 


OBSERVATIONS OF AN ARMY TUBERCULOSIS EXAMINER. 
By 
DAVID C. TWICHELL, M. D., Albuquerque, New Mexico. 
(Read before the Bernalillo County Medical Society.) 


As the medical journals have printed many reports from _ various 
army tuberculosis examining boards, showing methods and statistics, I 
will not attempt in this little paper to go into details covering that ground. 
I will merely give a few observations of an examiner on a tuberculosis 
board from personal experience. 


The work of a tuberculosis examining board is in no way conneced 
with the activities of a base hospital. It is essentially a camp board 
making a field survey for tuberculosis so far as it concerns the men 
assigned to the depot brigade or the several organizations within the di- 
vision. The work of such a board, omitting the details incident to a tu- 
berculosis survey, may be compared with that of a medical officer hold- 
ing a sick call when it is necessary to examine hurriedly a large number 
of men, collecting those that need hospital cere. 

In military practice it is of greatest importance to determine 
promptly whether or not tuberculosis is present, and to hold to the ser- 
vice all men not presenting evidence of the disease on chest examination. 
Examiners without the necessary clinical experience may misinterpret 
physical signs and make rejections for too slight causes. 

The instructions as originally issued advised against. taking or re- 
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lying upon the case history and that the whole decision should be made 
on objective findings but as time went on more reliance was put upon the 
history by all examiners, I believe. At least the facts covering family 
history, prolonged cough and expectoration, rapid loss of weight, blood 
spitting, nightsweats, pneumonia and pleurisy came to be taken in rou- 
tine examination. 


As I was with one of the first tuberculosis boards to begin the ex- 
amination of the rank and file—boards had already been instituted in 
the officers’ training camps—lI had the opportunity to compare the three 
armies, regular, national guard and draft, as the work proceeded. 


The regular Division of 15,000 men assembled at Fort Bliss, Aug- 
ust 1917, when the Board’s examination began, was being hurriedly and 
intensively trained to leave for overseas. So the examinations were 
very hurried and seemed especially so to any one used to the careful 
and deliberate methods of private practice. The noise was another try- 
ing feature as the examinations were conducted in wooden barracks. 
The resounding walls and floors added to the difficulties. Under such 
conditions the results obtained were truly remarkable. In fact in my 
judgment the explicit standards and directions as laid down by Col. 
Bushnell, who knew the conditions under which the work would have to 
be done, alone saved the day. In the work at Fort Bliss very few cases 
were referred for x-ray examination. The method of carrying on the 
examination was for each examiner to go over his allotment of cases 


and hold out all cases that seemed at all suspicious. At the end of the day’s 
examination period all the members of the Board would go over such 
cases and come to a final decision. Due to haste as many as 120 examin- 
ations were done some days by a single examiner. That certainly was 
too large a number for accurate work and could only be accomplished 
because a large percentage of the examinations were of perfectly normal 
chests. 


The most surprising fact in this examination of regular troops was 
the number of cases detected with signs of advanced pulmonary tuber- 
culosis and some even with definite symptoms, especially chronic cough 
and expectoration. Some few showed tubercle bacilli present. The sur- 
prising thing was that these cases had not already been detected and that 
the men had been able to hold up their end in drill. In a few cases 
the service had been over quite long periods, several years. Of course 
in the old army after the examination on entering the service the soldier 
only came in contact with the medical officer at sick-call, that is when 
he reported from his own desire for medical treatment. Periodic re-ex- 
aminations of all soldiers in the old army would certainly have eliminated 
some of the cases we detected. 

My next experience was with the National Guard Division of 35,000 
men at Camp Cody. The same board was acting and arrangements at 
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the camp and the systematic handling of the men was very satisfactory 
due to the experience obtained at Fort Bliss. The examinations were 
not so hurried. 


There was a striking contrast between the men of this division and 
those of the regular service in that they were of more clean cut physique 
and much more intelligent. It all entered in to make the work of exam- 
ination easier and more satisfactory. Another noticeable thing was the 
much greater interest of the officers in the results of the examinations 
of their men and interest in the whole subject of tuberculosis. Of course 
their personal acquaintance with their men in civil life had much to do 
with it but due credit should go to the educational and publicity cam- 
paign along tuberculosis lines that has been so actively waged the last 
few years. 


The type of cases detected in this series of examinations was the 
_mildest of any group that I saw. It spoke very well for the standard 
of examination of the National Guard in the states represented. 


In the various series of examinations there was quite a remarkable 
uniformity in the percentage of cases detected, where large bodies of 
troops were examined. For the whole army Col. Bushnell has given the 
figures of from .7 to .8 per cent. 


My most interesting and instructive experience was at Camp Lewis, 
Tacoma, Washington, the divisional camp of the 91st Division, made up 
of draft men. 


As tuberculosis specialist at that camp and as president of the Dis- 
ability Board, so called, or more properly Discharge Board of the Physi- 
cal Examination Unit, I had the interesting experience of hearing all 
the cases reviewed, not alone those of tuberculosis, that came up before 
the board for any defect during that period of examinations. This Physi- 
cal Examination Unit consisted of a Tuberculosis Board of twenty members 
a Neuro-Psychiatric Board of five members, a Cardio-vascular Specialist 
and an Orthopaedic Specialist. These boards all worked together under 
the same roof at the same time. There were 40,000 men to be ex- 
amined. The plan as carried out resulted in the examination of 1,000 a 
day. It was so arranged that the men came up in equal squads at 
stated hours from their organizations and entered one end of the building 
where the tuberculosis board was located. Each examiner had an in- 
dividual examining stall, which proved a very convenient arrangement. 
It was the duty of these examiners to refer all tuberculosis suspects to 
the President of the board and he, if concurring in a diagnosis, brought 
them before the Discharge Board, which was in session at the other end 
of the building. These examiners also referred any suspicious cardiac or 
nervous cases to the corresponding specialists, present in adjoining rooms. 
All the men .passed foot inspection before the orthopaedic specialist. All 
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the cases found defective under these various examinations came before 
the Discharge Board for final decision. It all made for quick decision 
and quick results. 


In the work at this camp all types of cases were encountered from 
active far advanced to border-line cases where it was most difficult to 
decide on the proper disposition. Col. Bushnell had pointed out that 
tuberculosis examiners owed it as their duty to the government to ex- 
clude from the army men who would cripple it in effectiveness and 
swell the pension list. At the same time they were expected to hold the 
service men not afflicted with manifest disability. On my arrival in 
Camp Lewis, and up to the time that the examination of the Division be- 
gan I took charge of the tuberculosis ward in the Base Hospital. It was 
a forty bed ward and there were twenty additional beds on the porch. 
The ward was filled with cases that had been detected by the regimental 
surgeons and sent up to the Base Hospital, prior to the general tuber- 
culosis survey. They were all advanced cases and quite a number of 
them far-advanced and active. There were several deaths within a very 
short period. It naturally led to a feeling of severe censure of the low 
standards and lack of sense of responsibility of some of the draft boards. 
Of course it had to be taken into consideration that the conditions for 
assembling that draft army, the removal, from, say, the altitude and 
climate of Montana to the coast at the rainy season, hardships of travel, 


exposure in camp and quarters and unaccustomed exercise, were well fit- 
ted to reactivate a quiescent lung condition, that might easily escape the 
notice of an examiner not trained in chest work. 


The plan as outlined for the Physical Examination Unit worked out 
very smoothly. The quota of 1,000 men a day gave each examiner 50 
cases. There was every facility for sputum and x-ray examinations. In 
fact the results of the x-ray examinations in controlling and aiding 
the clinical examinations were the most interesting feature of the survey 
at that camp. The following are the results in more or less detail. 


It was decided to do a fluoroscopic examination in cases presenting 
any of the following points: 


A. History of prolonged contact or death in the family from tu- 
berculosis. 


B. Inability to work on account of ill health. 


C. Well defined history of previous pleurisy, pneumonia, frequent 
or protracted colds, typhoid fever, or any other past illness of prolonged 
duration which might have constituted (or indicated) tuberculosis, such 
as prolonged cough accompanied by expectoration, hemorrhage from the 
lungs or expectoration of bloody sputum, loss of weight or strength, 
fatigue, night-sweats, etc. 
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D. Existing cervical adentitis, tuberculosis of the bones or joints 
or rectal fistula. 


E. Every asthenic case and all cases in which the physical condition 
was manifestly below par, or giving evidence of lack of stamina or re- 
sistance. 


F. All cases of chest deformity, scoliosis, kyphosis, funnel chest, 
barrel chest and flat or pigeon breast. 


G. All cases where physical examination reveals: 
1. Impaired resonance on percussion. 


2. Increased transmission of voice sounds over areas in which these 
are not normally increased. 


3. Abnormal breathing, such as sharpened vesicular or rough in- 
spiration, over areas in which this is physiologically abnormal, even 
though no rales are heard. 


4. Reales. 
5. Fixation of the lung border. 


Out of a total of 13,893 fluoroscopies of cases selected by the Board 
under these rules, 425 patients were rejected on account of pulmonary 
tuberculosis. Recognition of all these cases was not claimed for the 
fluoroscopic examination alone, but on the other hand a_ considerable 
percentage had likewise failed to be recognized by the clinical examiners 
of the tuberculosis board, including some unmistakable cases that were 
detected by the screen. It was convincing that with careful examin- 
ation very few cases of tuberculosis will pass the roentgenologist un- 
recognized, either as such or presenting abnormalities that prompt him 
to send the subject for re-examination clinically, but it was also clear that 
fewer cases would thus be overlooked than by clinical examination, par- 
ticularly when the clinician is unable to eliminate haste and noise. The 
physical signs in the case of chronic and inactive fibrocaseous pulmon- 
ary tuberculosis are often so slight and susceptible of recognition only 
under favorable circumstances, while the screen findings offer unmistak- 
able evidences. 


These 425 cases of rejection were tablulated by Capt. Diemer, from 
the roentgenologist’s standpoint as follows: 


Unmistakable pulmonary  tuberculosis—clinical verification un- 
necessary—248 cases or 58.3 percent. 


Extremely suspicious of pulmonary tuberculosis—clinical verifica- 
tion necessary—89 cases or 20.9 percent 


Suspicious—clinical verification necessary—31 cases or 7.2 percent. 
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Abnormalities in illumination, haziness (genera! or localized) com- 
bined with diaphragmatic limitation, adhesions, marked calcification 
areas etc.—clinical verification essential and necessary—32 cases or 7.5 per 
cent. 

Unrecognized by fluroscopist (no abnormality whatever noted) 1% 
cases or 3.06 percent. 


These figures clearly demonstrate the great importance of the fluo- 
roscope in wholesale chest examinations. 


As to the disposition of the cases that were detected in this survey, 
where the men had just come into the army under the draft, whether the 
soldier was entitled to go to Fort Bayard for treatment or should be 
given a discharge from the army, all hinged on the technical question of 
whether the disease was “contracted in line of duty” or “not contracted 
in line of duty,” under the following ruling of the Surgeon General’s 
office: “A case of chronic tuberculosis in which the length of service 
is three months or less, shall be considered to be not in the line of duty; 
cases of acute tubercolosis shall be considered to be in line of duty in 
cases irrespective of length of service. When distinction between acute 
and chronic forms is not possible, cases of three months or longer service 
shall be considered to be in line of duty; those of less than three months 
service shall be considered not in line of duty unless it be shown that 
the patient has had some disease since enlistment such as _ measles, 
which may be expected to reactivate tuberculosis, or unless there is a 


history of excessive fatigue or exposure in line of duty to break down the 
resistance of the individual.” 


All of the cases at the time of that examination except a few of some 
of the companies of the Regular 44th Inf., were given immediate dis- 
charge under the above ruling. 


An evidence of so-called phthisiophobia as a by-product of these 
examinations was shown by the fact that as soon as a soldier was held 
over for any reconsideration of his case, he would in many instances 
very soon appear for admission to the Base Hospital tagged pulmonary 
tuberculosis, as the officers and men did not want him in the barracks. 
I remember one such case with slight ankylosis of an elbow joint who was 
sent up labeled pulmonary tuberculosis and spent a week in the tubercu- 
losis ward, all because it was known that he had been held over for x-ray 
examination. 


A large percentage of the recruits coming to Camp Lewis where it 
was damp and rainy soon developed bronchitis which tended to obscure 
the findings in a brief and hurried examination, but on the other hand 
these conditions along with unaccustomed exercises tended to reactivate 
and emphasize the signs in a quiescent tuberculosis and led to its ready 
detection and elimination of the soldier from the service. 
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It might appear to the casual observer that many cases of tubercu- 
losis would escape detection under conditions of such an examination 
but the proof of thoroughness was demonstrated by the fact that such a 
very small number of cases was admitted to the Base Hospital sub- 
sequent to it. This I understand was true of all the camps. It is evi- 
dent that the healed quiescent lesion did not reactivate to. an appreciable 
extent, if overlooked, under the conditions of army life. : 


In closing I would like to pay tribute first to the morale of the men 
of the American army as it was demonstrated from the very 
beginning to the time of victory. Col. Bushnell had warned that there 
were two classes of men who would be frequently observed by examin- 
ing surgeons: those who would wish to serve, yet suspect they have tu- 
berculosis and endeavor to conceal their past history and present symp- 
toms; and those who desire exemption, who will give a history and claim 
symptoms tending to mislead the examiner. Such an attitude of lack of 
morale did not come within my experience even in the draft army where 
I expected to find it. It certainly speaks well for the American Manhood. 


Secondly, I would pay tribute to Col. Bushnell, who in his wise hand- 
ling of the army tuberculosis problem, due to his many years of experience 
and preparedness at Fort Bayard, carried through a program of thorough- 
ness and far reaching effect second only in importance to that of the Sur- 
geon General. The result was that some 10,000 cases of tuberculosis 
were detected and eliminated from the army and that there was no tuber- 


culosis problem among our soldiers in France. As Col. Bushnell says: 
“The Canadian Government estimates that each tuberculous soldier re- 
turned from Europe cost the Government $5,000. If there had been no 
examinations held, these 10,000 patients would have been sent to Eu- 
rope and returned at a cost of $5,000 each, making a total of $50,000,- 
000.”’ 
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EDITORIALS 


SOCIALIZATION. 


The socialization of medicine is coming as sure as that you are a 
foot high. The present conditions are such that they will not be tol- 
erated much longer. Imagine a “learned profession” where the av- 
erage income is around $800 a year; 2.19 cents a day, 21 cents an hour 
for even a ten hour day—and what doctor stops at that? What is the 
reason ‘for this low standard of wage? There are many but the greatest 
is unfair competition. 

The young man who comes from school and takes on a “lodge prac- 
tice” may not think he is competing unfairly with his fellows but he is. 
The “Principles of Ethics” inveigh against this; but we have wondered 
if the official frown is not directed at the young man because he is young 
and the O. F. is not afraid of a come-back. 

The older man who has gone through the starvation period (who can 
no longer urge dire necessity) and who has finally arrived, at least as 
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far as the public is concerned, may not think that in his corporation po- 
sition, he is competing unfairly with his fellows but he is. The “Prin- 
ciples of Ethics” say nothing against this; but we have wondered if 
the O. F. is not withheld from the older man because he is older and may 
“pack a wallop in either hand.” 


Both positions are equally defensible. The arguments applying for 
or against either are equally applicable to the other. You will note 
the word argument. Its definition is founded on reason, not on so- 
phistry. 

It is coming. Let’s not play the ostrich but get ready for it. 


MORAL INTEGRITY. 


It is a gay life! Some medical students begin their studies because 
they feel spiritually impelled to do so; others, because they can see a 
relatively easy meal ticket and a soft bed, in a position of some dignity. 
Possibly the dignity makes a stronger appeal to some guod but unreas- 
oning souls whose whole idea of dignity is compassed by a high hat and 
who fail to see that dignity is lent to nothing by such as they. 


One would think that the principles inculcated during medical ed- 
ucation would raise the spiritual level of any man who, even with unworthy 
motives, entered the profession. But, unfortunately, that is not always 


true. The same materialistic slant that first produces the candidate 
pushes him through and he finally becomes the possessor of that “little 
knowledge” with which the proverb deals. 


The end result is that doctor, that professional acrobat, not uncom- 
mon by the way, who goes through life balancing for everybody a knock 
and a boost. You are handed the boost directly when and where it 
will do the most good. The knock, you may not receive directly. It 
may be only the he-is-a-fine-doctor-but kind. Nevertheless you get it when 
and where it will do the most good. 


Of course we understand that in the really best circles this is not 
being done this year, but search yourself. 


When one stops to consider the immense areas of even the narrow- 
est specialty, it is astounding to see the air of infallibility that some men 
assume. They are the “Law and the Prophets” and the idea that an- 
other may be right never enters their heads—except at one meet- 
ings where it will do the most good. * 

When we see a doctor risking a compound fracture of the humerus 
by patting himself on the back, we do not reach for the salt. No! We 
think instinctively of the precise variety of green cheese which consti- 
tutes the well known moon. 
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We earnestly commend the paper of Dr. Watkins in the last issue 
to the profession of the country. Its close study and application 
will be productive of good in any medical association. 


ARIZONA STATE MEDICAL ASSOCIATION MEETING. 


The Twenty-Eighth Annual Session of the Arizona Association held 
in Globe, on June 2nd and 3rd, was a noteworthy gathering in many 
respects. 

While some of our men are still in the service and others were kept 
. at home, who might, otherwise, have attended, the session was attend- 
ed by forty doctors from the outside of Gila county, about ten of whoi . 
brought their wives. The favorite method of reaching Globe was by 
auto, the roads from Greenlee County, Tucson and Phoenix all being in 
good shape. 

Gila County Society maintained their excellent reputation as en- 
tertainers. A novel feature and one which was greeted with enthus- 
iastic welcome, was a daily newspaper, detailing the news of the con- 
vention, and announcing the features of the entertainment for the 
next day. This was published on three successive days, and after ad- 
journment, copies were sent to each doctor who was in attendance. 


Another novel feature which was patronized with gusto by every- 
body from Deacon Thomas and Sunday School Superintendent Wilkin- 
son to Sister Neff and Bartender Flinn was the prize fight at the Country 
Club, the evening of the first day’s session. 


The social features were very appropriately closed on the second 
night by a dance at the club house on Miami Hill, given by Dr. and Mrs. 
Bacon to the visiting doctors and wives and invited guests. 


It is safe to say that if Gila County does not want the Association 
to meet with them again, they had better withhold the invitation. 


Dr. Avery Newton of Los Angeles presented a paper on “Reserve 
Energy of the Heart,” illustrated by electro-cardiograms at the first 
day's session and Dr. Chas. W. Stewart presented a paper on “Roentgen 
and Radium Actions and Reactions” at the second day’s session. 

A feature of the program was the symposium on Industrial Medicine 
and Surgery, which occupied the morning and half the afternoon of the 
first day. 


The officers elected for 1920 are as follows: 
President, C. E. Yount, of Prescott. 

1st Vice-Pres., A. L. Gustetter, Nogales. 
2nd Vice-Pres., John Wix Thomas, Phoenix. 
8rd Vice-Pres, Chas. S. Vivian, Humbolt. 
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Secretary, D. F. Harbridge, Phoenix. 

Treasurer, Alvin T. Kirmse, Globe. 

Councillor, Middle District, L. A. W. Burtch, Clifton. 
Defense Committee, F. T. Wright, Douglas. 

Delegate to A. M. A., R. J. Stroud, Gleeson. 

The Association will meet at Nogales in 1920. 


REPORT OF THE COMMITTEE ON NECROLOGY. 


Mr. President and members of this Association we, the undersigned, 
wish to submit the following resolutions: 


Whereas: This Association has learned, with feelings of deep regret, 
of the death of two of its members, J. M. Leonard, of Douglas, M. C. 
U. S. Army, while on duty with the American Expeditionary Force in 
France, who was killed in action, Nov. 8, 1918, and Dr. F. A. Stafford 
of Phoenix. 


Whereas: The Association desires to pay fitting tribute to their 
memory ; Bs 


Therefore be it resolved that in their death the Arizona State Med- 
ical Association has lost two of its most loyal members and the state 
two of its most loyal citizens. And, be it further resolved, that this 
resolution be spread upon the minutes of the Association, and a copy 


be sent to the respective families of the deceased member. 


F. T. Wright, Douglas, Chairman. 
R. R. Brownfield, Phoenix. 
C. E. Yount, Prescott. 


Reported to the General Session by Chairman Wright and 
adopted. 
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NEWS NOTES 


Dr. Miley B. Wesson, formerly editor for El Paso, and previously the 
successful editor of “The Bulletin,” has been discharged from the M. C., U. 
S. Army, and is now at Johns Hopkins working with Dr. Hugh Young. He 
will do a year of post-graduate work and experimental surgery before re- 
turning home. 

The 32nd Annual Convention of the American Association of Ori- 
ficial Surgeons will be held September 15-16-17 at the Congress Hotel, 
Chicago. The forenoons will be given to operative demonstrations at the 
hospitals. 

The program will be replete with practical addresses, essays and 
papers by prominent Orificialists. The clinics will be interesting as 
usual. 

September 15-16-17 Congress Hotel, Chicago. 


UNITED STATES FEDERAL TRADE COMMISSION DISMISSES 
COMPLAINT FILED AGAINST THE VICTOR ELETRIC 
CORPORATION LAST JUNE. 


At a regular session of the United States Federal Trade Commission 
held in Washington, D. C., March 10, 1919, the complaint against the 


Victor Electric Corporation was ordered dismissed and discontinued. 
We congratulate the officers and members of the Victor organization 
on this vindication. 


HONORABLE DISCHARGES FROM THE M. C., U. S. ARMY. 


Arizona: Bisbee—Darragh, E. (C.); Keams Canyon—Curran, L. 
H. (L.); Nogales—Wiley, C. B. (C.); Miami—Slaughter T. H. (L.); 
Fort Defiance—Monk, J. A. (L.) ; Globe—Wales, J. L. (C.) ; Holbrook— 
Bazell, J. W. (L.); Phoenix—Hughes, C. I. (L.); Winslow—Bazell, 
R. G. (C.); Phoenix—Thomas, R. E. (C.); Prescott—yYount, C. E. 
(L. C.); Bisbee—Watkins, T. (L.). New Mexico: Carlsbad—Lackey 
J. W. (C.) ; Mesilla Park—Carter, G. D. (C.) ; Mills—Moon, O. B. (L.). 


ORDERS MM. R. C., U. S. A. 
New Mexico. 


To Whipple Barracks, Ariz., from Camp Kearney, Major H. B. 
Kauffmann, Albuquerque. 
To Camp Meade, Md., from Spartanburg, Capt. S. H. Eckles, Silver 


City. 
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BOOK REVIEWS 


Principles and Practice of Obstetrics. New (3rd) Edition, Thoroughly Revised. 
Principles and Practice of Obsterics. By Joseph B. Delee, A. M., M. D. Professor 
of Obsterics at the Northwesern University Medical School. Third edition, thorough- 
ly revised. Large octavo of 1089 pages, with 949 illustrations 137 of them in colors. 
Philadelphia and London: W. B. Saunders Company, 1918. Cloth, $8.50 net. 

In the third edition of this volume severai important progresses in practice 
of obstetrics have been added. Some chapters have been written more in detail. Ad- 
ditions are: the efficiency of Abderhalden’s pregnancy reaction when done by an ex- 
perienced laboratory man; the advantages of rectal examinations during labor; the 
most efficient and safest means of analgesia and anaesthesia; the confining of twilight 
sleep to a very few carefully selected cases with the condemnation of its genera! 
use; the toxemias of pregnancy with urinary tests; and more conservative methods 
of treatment and more explicit directions in treatment of contracted pelvis. 

This volume really is more of a confirmation and establishment of pro- 
cedures given in two previous editions and of course deserves the continued recog- 
nition it now enjoys. W. E. J. 


A Manual of Diseases of the Nose, Throat, end Ear. Fourth Edition, 
thoroughly revised. A Manual of Disease of the Noss, Throat and Ear, By E. B. 
Gleason, M. D., Professor of Otology in the Medico-Chirurgical College Graduate 
School, University of Pennsylvania. Fourth Edition, thoroughly revised. 12mo of 
616 pages, 212 illustrations. Philadelphia and London: W. B. Saunders Company, 
1918. Cloth, $3.00 net. 

Dr. Gleason’s new 4th edition deserves all of the good that can be said of it. 
His ripe experience in printing things to be read that are worth while and eliminat- 
ing medical junk is characteristic throughout the volume. The tonsil operation is 
admirably dealt on. Like many of us, he does not think Sluder’s method is the 
operation of choice in most types of tonsils and does not describe it. 

Though intended for students and general: practitioners, the trained specialist 
in these branches will find this little volume up to the minute and their time well 
spent in reading it. J.B. G. . 


Surgical Treatment, Volume III. Surgical Treatment. A practical treatise 
on the therapy of surgical diseases for the use of Practitioners and Students’ of 
Surgery. By James Peter Warbasse, M. D., formerly Attending Surgeon to the 
Methodist Episcopal Hospital, Brooklyn, New York. In three large octavo volumes, 
and separate Desk Index Volume. Volume III contains 862 pages with 864 illus- 
trations. Philadelphia and London: W. B. Saunders Company. 1919. Per set 
(Three Volumes and the Index Volume): Cloth, $30.00 per set. 

The third volume of Warbasse surgery follows the same general outline and 
style of the earlier volumes. The subject matter is very completely outlined and the 
more important topics fully discussed. 

The volume,covers important parts of abdominal and genito-urinary sur- 
gery, gynecology, the lower expremities, and bandaging. Many points of technique, 
either new or important, are discussed together with cautions for avoiding pit-falls. 

Altogether Warbasse covers surgical knowedge of the present day very sat- 
isfactorily for a three volume work. Because of its system.and careful detail it can 
be recommended to students. We feel that it is one of the most valuable recent 
medical works. E. B. R. 


